Background: A chronic subdural hematoma (CSDH) is defined as chronic (≥3weeks) 
Introduction
A chronic subdural hematoma (cSDH) is defined as chronic (≥3weeks) intracranial bleeding between the dura mater (which adheres to the skull), and the arachnoid mater (which envelops the brain). It may act as a space occupying lesion causing raised intracranial pressure and cerebral compression with attendant neurological sequel. The underlying cause of cSDH is usually traumatic tearing of the bridging veins which connect the brain surface with the dura mater. The incidence of cSDH is estimated at 1.7-18 per 100'000 people. The most common risk factor is head trauma 1,2,3 . Spontaneous hematoma also occurs especially with advanced age, and other risk factors such as alcohol abuse, seizures, cerebrospinal fluid (CSF) shunts, coagulopathies, anticoagulants, and patients at risk for falling (e.g. hemiplegia).Activities that increase intracranial pressure like straining, cough, blowing and weight lifting have also been found to be risks for spontaneous cSDH. In 20-25% of the cases, cSDHs are bilateral 1,4 .The incidence of cSDH is expected to rise worldwide with increasing population of elderly people. With the of availability of CT scan machines in some centers in Nigeria there has an observed increase in cases of cSDH. 5, 6 .The neurological symptoms of chronic subdural hematoma are non specific such as headache which is the commonest symptom, altered mental status, disturbance of gait. Variable neurological deficits, hemiparesis and coma may be present in large hematomas 3, 4, 6 .It may not be readily recognized in the absence of a clear history of head trauma 2,7,8 . This is more so in our environment where there is paucity of diagnostic facilities like the CT scan as only some tertially health centers have these machines. Thus there is need for high index of suspicion in order to make the diagnosis.
II. Case Report
Mr. A.A, a 56year old health worker, was admitted to the medical ward of the Benue State University Teaching Hospital (BSUTH) with a two months history of headache. . The headache was mainly frontooccipital, throbbing and got progressively worse. He had mild neck pain but no dizziness, fainting spells, photophobia, vomiting, blurred vision, fever or other symptoms until the week before presentation when he felt increasingly weak Review of systems was not contributory. He had visited several hospitals and consumed several doses of antibiotics and analgesics since onset of the headache without any relief.
Few days prior to the onset of the headache he had upper respiratory tract infection (URTI) with profuse sneezing bouts and nasal blockade. He was hypertensive controlled on Moduretic and Amlodipine . He also had a history of Bell's palsy five years earlier and was HIV positive on highly active antiretroviral therapy On examination he was a middle aged man who was conscious and oriented, afebrile, not pale, anicteric. The nasal turbinates were not engorged. Pulse was 86/minute regular and full volume, Blood pressure140/90 mmHg with normal cardiac apex, and heart sounds. Respiratory and abdominal examination findings were normal. He was fully conscious with Glasgow Coma Score (GCS) of 15/15. Neck rigidity and Kernig's sign were negative. He had normal gait. Pupil size and reaction, funduscopy and other cranial nerves were normal while he had normal tone and full power in all limbs.
A working diagnosis of chronic headache of uncertain cause was made with differentials of brain tumor, chronic asceptic meningitis and sinusitis. The patient was maintained on his HAART, antihypertensives, paracaetamol 1g, tds and intravenous ceftriazone 2g, 12 hourly pending definitive diagnosis.
On the 3rd admission day he as noted to be excessively sleepy with dizziness and unsteady gait when he attempted to walk. He also had a focal seizure on the 4th admission day. Neurological examination findings were otherwise same. He was placed on Intravenous Dexamethasone 8mg, 8hourly and Intramuscular Tramadol 100mg 12hourly. A neurosurgical review advised conservative management on observation of a surgically insignificant hematoma and clinical improvement of the patient with commencement of steroids. Dexamethazone and Tramadol were converted to oral forms. His headache gradually subsided and he thereafter made an uneventful recovery and was discharged to the medical outpatient clinic on the 10 th day of admission. He was last seen in the clinic 2 weeks after discharge and was doing well.
III. Discussion
Spontaneous or non traumatic hematomas are rare. It is more in adults in the 5 th to 7 th decade of their lives 7, 8 .Our patient was a 56 yr old man (in the 6 th decade of his life) whose complaint for most of the duration of his illness was headache. Before the result of the CT scan, the diagnosis of subdural hematoma was apparently not considered in all the health facilities he attended including our hospital. This is consistent with other reports where at presentation, the diagnosis was not considered because of the absence of clear history of trauma 6, 9, 10 .The patient had severe sneezing episodes prior to onset of symptoms, thrombocytopenia, hypertension and was HIV positive all of which are documented risk factors associated with spontaneous cSDH 1, 8, 11 .The deterioration in his condition while on admission can be explained by the observation on CT of a recent (acute) bleed on the left side which most likely resulted in a sudden increase in intracranial pressure and The treatment for chronic subdural hematoma is mainly surgical. Conservative management is reserved for patients who are asymptomatic, high risks for surgery or who refuse surgery. 4, 10 .It consists mainly of observation with serial CT scans or the use of steroids and angiotensin converting enzyme inhibitors 4, 10, 12 . Although our patient had a surgically insignificant hematoma, he was symptomatic, and was therefore managed conservatively with steroids and analgesics with good response.
IV. Conclusion
Spontaneous chronic subdural hematoma should be suspected in older patients with chronic headache with or without other neurological features even in the absence of head trauma.
